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employees spend much more time exposed to ETS in
restaurants than do customers, however, and thus are
more likely to suffer adverse health effects.?’ A major
review of studies involving 1000 offices, and more than 400
restaurants and 600 homes, found that levels of ETS in
restaurants were 1.6 to 2.0 times higher than in other
workplaces and 1.5 times higher than in homes with at
least one smoker.?! Furthermore, epidemiological evidence
suggests a 50 %, increase in lung cancer risk among food
service employees that is at least partly attributable to
exposure to ETS in the workplace.*

Thus evidence from studies of exposure levels and
customer demand suggests that legislation is necessary to
protect employees and customers. The role of litigation in
increasing the number of smoke-free restaurants or
provision of smoke-free areas in restaurants is likely to
become more prominent with an increasing number of
successful cases providing compensation for workplace
exposure to secondhand smoke. The case of Liesel
Scholem in 1992 in Australia has been seen as a catalyst for
accelerating the introduction of smoke-free policies in the
workplace in NSW.22 A survey of workplaces in Sydney,
undertaken about eight weeks after the Scholem decision,
showed that 899, of companies reported being aware of
recent legal developments and more than half the 359
companies interviewed could name the Scholem case.?® Of
those who were aware of legal developments, 429,
reported that the decision had had an impact on their
smoke-free policy. Such cases have the potential to
significantly increase the pace of change in this important
area of exposure to ETS.

Evidence is also accumulating to debunk concerns about
the impact of smoking legislation on restaurant sales, a
major barrier held up in the past by restaurateurs, or the
tobacco industry under the guise of restaurant organ-
isations, to slow progress towards smoking bans in
restaurants. Samuels and Glantz document the unsub-
stantiated claims by restaurant organisations of substantial
reductions in income following the introduction of smok-
ing bans.'® A recent analysis, however, of centralised
restaurant sales data in California from 1986 to 1993 across
15 cities that introduced legislation and 15 cities selected
as controls, showed no effect on the fraction of total retail
sales that went to restaurants or on the ratio of restaurant
sales in legislation versus matched control communities.?

Restaurants are the most frequented public venue in the
US? and the highest source of exposure to ETS.?! Despite
a favourable trend over time in the number of states with
restrictions on smoking in restaurants, further action is
needed to strengthen existing legislation, to disseminate
legislative change more widely, and to develop effective
implementation and enforcement strategies to ensure
protection of both employees and customers.

MARGOT J SCHOFIELD
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Signal and noise in minimal interventions for smoking

cessation

In this issue of Tobacco Control, Slama et al* demonstrate
the efficacy and potential public health benefit of a nearly
effortless smoking cessation intervention delivered by
French general practitioners. Although Slama et al
acknowledge the methodological limitations of their trial,
it is important to note that their data dovetail with an
international body of findings that strongly attests to the
efficacy of minimal clinical interventions with patients who
smoke.** The take-away message, the “signal > of the trial

by Slama et al, therefore, is the imperative that physicians
and clinics must intervene with all smokers, because even
brief advice to quit will have a positive, cuamulative impact.

The paper by Slama ez al is valuable in another way; it
illustrates how researchers in smoking cessation must
struggle with methodological challenges, or “noise”,
germane to the evaluation of minimal clinical inter-
ventions. In essence, Slama et al and other researchers
have detected and communicated the value of minimal
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interventions, despite the interference of noisome method-
ological impediments. Because they have the potential to
mask or distort the value of minimal interventions, further
progress in this area may depend upon the identification
and avoidance of such obstacles.

On clinical trials (and tribulations)

Because of the small absolute success rates associated with
minimal smoking cessation interventions, trials evaluating
them require large numbers of patients and physicians to
have sufficient power to detect their presumed impact.
The logistic problems produced by the modest effects of
minimal interventions virtually guarantee that trials in-
vestigating such interventions will be more challenging to
design and conduct than are trials of more intensive
interventions. These special challenges may manifest
themselves in myriad ways, depending upon the details of
individual interventions and trial designs. In this section,
we consider three interpretive problems discussed by
Slama and colleagues that are likely to be encountered in
any investigation of minimal clinical interventions: de-
ception assessment; evaluation reactivity; and physician
effects.

Perhaps the most common barrier to interpreting the
results of minimal clinical interventions is uncertainty
about the rate at which patients attempt to deceive outcome
assessors.® Although epidemiological assessments of self-
reported smoking prevalence have been shown to be
reasonably reliable,®” clinical trials of smoking cessation
usually note differences between self-reported and bio-
chemically confirmed abstinence rates, mandating the
latter as the standard in evaluating intensive interventions.

The biochemical assays often used to confirm patients’
self-reports in trials of intensive studies are not easily
integrated into minimal intervention trials; such assess-
ments are time-consuming and expensive (even if they
were only to be performed on a randomly selected
subsample of patients). Moreover, it may be that many
patients in minimal intervention trials fail to comply with
biochemical ascertainment. As opposed to patients in trials
investigating intensive cessation treatments, patients in
minimal intervention trials often do not seek out treatment,
and thus may be less motivated to cooperate with research
activities. Moroever, patients in minimal intervention
trials typically do not receive anything of obvious economic
value — for example, intensive counselling or free medi-
cation — and this may further decrease their willingness to
comply with biochemical verification.

Although we acknowledge that these difficulties lead
some investigators to eschew biochemical validation,
interpreting the results of minimal intervention trials
remains problematic when information about deception
rates is lacking. For example, Slama ez al conjecture that
the differences in smoking rates between the intervention
and control groups may reflect the special access that
physicians have to information about smoking. Although
this may be true, it is also plausible that the difference in
outcome between treatment and control groups is due, at
least in part, to greater deception among patients under-
going intervention. For example, some of these patients
may have perceived the connection between their phy-
sician’s advice to quit smoking and the survey, and this
may have caused them to falsely report cessation.

Because interpretation of trial results can hinge on
deception rates, investigators should attempt to obtain the
best estimates of deception possible. For instance, a good
strategy would be to administer biochemical assessments
to random samples of patients from each group, making
sure that the sample is collected shortly after the self-
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report is obtained. It may be necessary to offer financial
incentives to promote cooperation. Although this pro-
cedure s time-consuming and expensive, it may be a sine
qua non for trust in our research findings. Where it not
feasible to recruit a large random sample of study patients
for biochemical verification, other strategies might be
profitably employed.

Evaluation reactivity is a second major concern in
minimal intervention trials. Informed consent procedures
and the collection of smoking-related data may cause
changes in smoking behaviour that would not have
otherwise occurred. Reactivity effects are well-docu-
mented in smoking cessation research, as well as in many
other areas of behaviour change.*® As Slama et al point
out, reactivity effects may occur in either the treatment or
control group. In the Slama ez al trial, control patients
were simply asked whether they would participate in a
health survey at their clinic visit, whereas patients in the
intervention group were asked about their smoking and
about their willingness to participate in the survey. It is
possible that patients in the intervention group made the
connection between the intervention and the survey. Their
suspicion that their smoking status would be monitored
may have motivated more of them to quit than the
intervention alone would have. Alternatively, it is possible
that only those smokers who desired to quit smoking
consented to be surveyed. Thus, attributing group differ-
ences to the intervention alone may be inappropriate.

Reactivity effects are likely to be small, and probably can
be safely ignored in tests of more intensive interventions.
In minimal clinical interventions, however, reactivity
effects may be large relative to the intervention effect.
Unfortunately, owing to their very nature, the magnitude
of reactivity can be difficult to ascertain. Nonetheless, it is

often possible to design conditions that have the potential
to rule out at least a portion of evaluation-based barriers to
interpreting trial results.? For example, future studies
modelled after the trial by Slama et al might incorporate a
condition in which patients are asked whether they would
be willing to participate in a survey about smoking but are
not told to quit by their physician.

The physicians who actually deliver the interventions
are a third potential source of bias in the evaluation of
minimal interventions. In most cases, study physicians are
volunteers who receive neither credit nor payment for
their participation. This population of volunteer phy-
sicians is thus likely to be much more committed to
tobacco control efforts than the average physician.!® If this
is the case, it raises questions that may complicate the
interpretation of trial results. For example, can these
physicians be trusted to adhere to the trial protocol when
it conflicts with their values, such as when it calls for them
to withhold intervention from smokers randomised to the
control group ? Non-compliance with randomisation might
be expected to shrink the observed impact of the
intervention. Alternatively, it may be the case that
volunteer physicians are more skilled at delivering smoking
cessation interventions than non-volunteer physicians,
tending to inflate the estimate of efficacy of more
generalised implementation.

Slama and colleagues were able to check whether study
physicians adhered to patient assignment criteria by
examining whether the randomisation sheets the phy-
sicians sent to the study centre reflected the appropriate
ratio of intervention and control patients. Future research
in this area should incorporate design features such as this,
which allow for assessment of physician behaviour. For
example, compliance with the trial protocol might be
assessed by audiotaping samples of each physician’s
contact with patients who smoke. Where possible, the
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Approximate number of new ex-smokers per year potentially produced by the widespread application of minimal smoking cessation intervention in

selected countries

Approximate adult

Prevalence of smokers

Number of smokers Number of new ex-smokers

Country population* (millions) among adults (%)t (millions) per yeart
Belgium 7 36 2.5 49000
Denmark 4 46 1.8 35280
France 40 38 15.2 297920
Germany 56 36 20.1 393960
Greece 7 43 3.0 58800
Ireland 2 33 0.6 11760
Italy 39 33 12.8 250880
The Netherlands 11 44 4.8 94080
Portugal 6 33 1.9 37240
Spain 27 41 11.1 217560
UK 40 37 14.8 290080
USA 184 25 46.0 901600

* Adult population estimates were computed by multiplying total populations listed in reference 15 by 0.7. This conversion factor was used because it pro-

duces an accurate estimate of the number of adult smokers in the US.
T Smoking prevalence data are drawn from references 16 and 17.

t Calculations assume that 70 %, of adult smokers visit a physician annually' and that physician intervention results in a 2.8 %, long-term success rate.’

extent to which trial results can be generalised to general
medical practice should also be assessed. For instance,
study physicians might be asked to rate their commitment
to tobacco control activities and these ratings could be
compared with the ratings of a subsample of non-volunteer
physicians. Abstinence rates might also be calculated for
the patients of individual study physicians, allowing the
relations between physician characteristics and clinical
success to be examined.

To paraphrase Slama et al, individual trials of minimal
interventions generally represent the first step in a
multistep process. Replication, refinement, and extension
are important next steps.

Research is nice, but action is imperative

Although no minimal clinical intervention trial is com-
pletely unimpeachable, the cumulative weight of imperfect
evidence must count for something. More than 20 years of
research into minimal interventions has consistently
indicated that simple interventions delivered during the
course of routine medical visits are capable of modifying
smoking behaviour. Although questions of academic
interest clearly remain to be answered by minimal
intervention trials, it is equally clear that the data amassed
to date require physicians and clinics to identify and
intervene with their patients who smoke.

From an implementation point of view, the results of
Slama ez al highlight the importance of institutionalising
smoking status assessment and intervention across a whole
clinic rather than focusing on the treating physician as the
sole locus of intervention." One institutional change
proposed to address this issue is to expand the vital signs
to include smoking status so that all patients are asked
about their tobacco use at every clinic visit, usually by a
member of staff such as a medical assistant.'? At the
University of Wisconsin, this simple, low-cost change has
resulting in more than 80 %, of patients reporting that they
were asked during their visit about smoking. It has also
doubled the rate at which patients report that they were
advised on and assisted with quitting.'*

Enormous public health benefits would accrue if all
clinics ensured that smokers were identified and all
physicians routinely advised against smoking. Because
smokers are a “captive audience”, frequently visiting the
clinic setting,'* physicians are uniquely poised to decrease
the prevalence of smoking, despite the relatively low
success rates associated with minimal interventions. For
example, if one assumes the widescale implementation of a
minimal intervention that yields a long-term smoking
cessation rate of 2.8 % (that reported by Slama et al), the

overall impact on national smoking rates would be very
meaningful. The table provides estimates of the potential
impact of minimal intervention if such interventions were
institutionalised across various developed countries. These
estimates, along with the results reported by Slama ez al in
this issue, emphasise that minimal smoking cessation
interventions are a powerful and underused public health
tool in the overall battle against tobacco addiction.
MICHAEL C FIORE
THOMAS M PIASECKI
TIMOTHY B BAKER
Center for Tobacco Research and Intervention
University of Wisconsin Medical School
7275 Medical Sciences Center
1300 University Avenue
Madison, Wisconsin 53706-1532, USA
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